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Aims: Age Cymru, Gwynedd and Môn provided a service, Cadwyn Môn, which aimed to 
reduce loneliness and isolation of older people living on Anglesey, North Wales. It 
involved working with individuals to identify goals, beginning on a one-to-one basis, 
with the aim of integrating into a wider social setting. The aim of this study was evaluate 
the impact of Cadwyn Môn on those who received the service.  
Methods: The evaluation adopted a mixed-methods design. Standardised measures of 
loneliness, social isolation and well-being were obtained at baseline and follow-up time 
points, and a qualitative element explored client experiences further.  
Results: Improvements were observed in all standardised measures. Qualitative 
interviews also revealed important psychological and lifestyle changes.  
Conclusions: Given the anticipated rise in loneliness and social isolation alongside an 
ageing population, this evaluation contributes to understanding the qualities required for 
interventions to be effective. The findings provide support for the importance of 










Cadwyn Môn (translates from Welsh as ‘Anglesey Links/Chain’) was a service provided 
by Age Cymru, Gwynedd and Môn, that aimed to reduce loneliness and isolation of older 
people living on Anglesey, North Wales. This paper reports an evaluation of the service. 
Loneliness, defined as a perceived lack of quality relationships, and social isolation, 
characterized by an absence of ties to others,1 are distinct but interconnected concepts. 
They are linked to negative physical and mental health outcomes such as heart 
disease,2,3,4 depression,3,4  poor well-being4 and cognitive decline,2,3 as well as mortality 5 
in older people. Older adults are particularly vulnerable to loneliness and isolation due to 
changes in social connections in later life, such as the increased likelihood of 
bereavement of their spouse or partner and close friends, and living alone.6 
Loneliness and isolation are a growing concern in the United Kingdom, and have 
received a surge in attention in recent years, particularly in response to the establishment 
of the Campaign to End Loneliness,7 Jo Cox’s Commission on Loneliness,8 and the 
appointment of the first Minister for Loneliness in the UK.9 Although the percentage of 
people over 50 reporting feeling lonely often has remained similar over the last decade in 
the UK (6-8%),10 more older people are now living longer; thus the quantity of over 50’s 
experiencing loneliness is also anticipated to increase. For example, in England the 
number is projected to increase from 1.4 million in 2016/17 to 2 million by 2025/26.10  
In terms of social isolation, recent evidence from Wales found that 27% of participants 
over 65 in CAFS Wales (Cognitive Function and Ageing Study) were classed as socially 
isolated, and those experiencing isolation were more likely to be men, had a poorer 
cognition, were less educated, and participated in fewer cognitive activities.11 
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 Given the vulnerability of older adults to loneliness and isolation, their detrimental 
effects on health, and the projected rise in loneliness to coincide with a growing older 
population, it is important to address these issues at both clinical and policy levels. The 
National Institute for Health and Care Excellence (NICE) guidelines around mental well-
being and independence in older people suggest participation in group, one-to-one and 
volunteering activities to be helpful.12 Group activities may create a sense of security and 
belonging,13 and time spent one-to-one might elicit higher quality bonds between people 
and empower them to participate socially.2 
Numerous reviews have explored the effectiveness of different interventions attempting 
to address loneliness and isolation in older people. Some have reported group 
interventions to be most effective,14-17 and some found more positive findings in one-to-
one interventions.18,19 Others described strengths in both.19,20 What is apparent is that 
there is a lack of consensus in optimal design of interventions targeting loneliness and 
isolation in older people. Reviews point to a lack in quality of evidence in the literature, 
and a need for more research.15,16,18,20-22  
There have however, been recommendations around what aspects of interventions have 
elicited positive outcomes, particularly in a community setting. Interventions 
incorporating educational components and social network/group maintenance,2,14,18 social 
activities,15,17 adaptability to a local context/utilizing existing community resources,16,20-22 
support,15,17 ‘gatekeepers’,16,19 and targeting specific groups of older people14-16,22,23 have 
been recommended. Moreover, designs that combine a number of approaches (e.g. 
aspects of education, social and cognitive support via a ‘gatekeeper’),18,19 or tailoring 
programmes to meet individual needs, involving older people in planning and 
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implementing the intervention, may be more appropriate and successful in decreasing 
loneliness and social isolation,12,15,16,20,22,23 given the individuality of the experience.  
Indeed, interventions involving people who are trained to individually-tailor interventions 
to the persons’ needs, with the aim of gradually facilitating social participation, have 
shown promising results. For example, the I-SOCIAL intervention showed lasting 
reductions in loneliness in the intervention group in a randomized controlled trial.24 The 
Upstream service for socially isolated older people elicited initial quantitative and 
qualitative improvements in mental well-being and depression, with improvements in 
perceived social support emerging at 12-month follow-up.25 Following on from the 
Upstream study, the Community Mentoring randomized controlled trial explored the 
model further, yielding no significant effects on standardized measures,26 highlighting the 
need for further research of this type of intervention.  
This paper presents the evaluation of Cadwyn Môn, a service designed to alleviate 
loneliness and isolation in older people. Individuals were matched to a volunteer who 
worked with them, aiming to bridge the gap between older people and groups and 
services available in their communities. The aims of the evaluation were to explore the 
impact of the Cadwyn Môn service on well-being, loneliness, isolation and social 
participation of those taking part. 
 
The Cadwyn Môn programme 
Cadwyn Môn was a service was led by Age Cymru Gwynedd and Môn. After referral, a 
local coordinator contacted clients to arrange for a volunteer to meet with them. 
Beginning on a one-to-one level, the volunteer offered companionship, practical and 
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psychological support, to increase social networks, confidence and independence, and 
over time enable that individual to participate more in their local community. They met 
once per week, over the course of 10-15 weeks.  
The volunteer and client set out subjective goals, tailored to the individuals’ barriers and 
needs. In time, if the individual felt confident to venture out, the volunteer would 
accompany the individual to existing community support networks, offering the next 
step, encouraging them to become more independent. Participants were able to access 
other local services, including Good Turn Schemes, carer and other support groups, over 
50s groups, Age Well centres (Age Cymru centres that create social opportunities for 
older people in North Wales) and more. Additionally, a monthly Cadwyn Môn social 
club was set up as part of the service, which was open to all referred clients. Some clients 
were referred directly to this club, if they did not require the assistance of a volunteer.  
 
Methods  
The evaluation adopted a mixed-methods design, obtaining quantitative data from 
participants before and after they received the service and a qualitative element exploring 
personal experiences. The service was delivered between 2012 and 2016. The research 
team met with Age Cymru during the development of the bid to discuss the outcomes of 
Cadwyn Môn, and how these could be measured. On award of the grant, they met again 
with the newly recruited coordinators to develop the questionnaires, and advise on 
interviewing techniques. Cadwyn Môn coordinators collected the data, volunteers set out 
individualized goals and worked with each client, and researchers at the University 




Clients of the service were provided with information about the evaluation, and if willing 
to take part, signed a consent form. Evaluative assessments were made by coordinators in 
face-to-face interviews, both pre- and immediately post-intervention. Age Cymru 
anonymized participant data before sending to the research team at Bangor University.  
The project recruited clients through three routes 1) an official referral system for 
organizations (e.g. social services), 2) self-referral, and 3) referral by family and friends. 
The inclusion criteria were: age 50+ living on Anglesey, North Wales; at risk of 
loneliness and isolation due to physical and mental health (depression and anxiety) 
problems; experience of a recent life event (e.g. bereavement, health deterioration); 
willing and able to leave the house with assistance (i.e. that is was physically possible to 
take them out in a car). People with a diagnosis of dementia were excluded from taking 
part to avoid overlap with other local services. Figure 1 provides referral information and 
details of those consenting to take part in the evaluation. 
 
[Insert Figure 1 here] 
Figure 1. Flow chart of referrals to Cadwyn Môn, and recruitment to the evaluation.  
 
There were 686 referrals made to the service, with 535 people accepting support (of 
these, 114 were referred directly to the Cadwyn Môn social club and did not receive the 
intervention). The service was not conditional on agreeing to provide data, and 182 
clients agreed to take part in the evaluation, completing baseline interviews; 62 of which 
did not complete the programme. Data analysis was performed on the remaining 120 that 






Loneliness was measured by the 6-item DeJong Gierveld Loneliness Scale,27 in which a 
score of 2 or higher indicates loneliness, and score of 6 indicating severe loneliness. 
Social isolation/social resources was measured using the Lubben Social Network Scale 
(LSNS),28 comprising of 6 questions evaluating the extent of contact with friends and 
family. These are summed into a total score between 0 (no contact/extreme social 
isolation) and 30 (well-connected/not socially isolated). A clinical cut off point of <12, is 
considered at risk of extreme social isolation. Well-being was assessed with the 
Satisfaction with Life Scale (SWLS),29 which asks five questions designed to measure 
global cognitive judgments of satisfaction with one's life, providing a maximum total 
score of 35 that fall into 6 categories of satisfaction (Very high [30-35]; High [25-29]; 
Average [20-24]; Below average [15-19]; Dissatisfied [10-14]; and Extremely 
dissatisfied [5-9]). The data were coded in accordance with the guidelines of the 
measures used.  
Some further questions ascertained how often clients left the house (scored from 0 
[never] – 5 [daily]), for medical visits or to socialize, to understand the extent of isolation 
pre- and post-intervention.  
 
Data Analysis 
Descriptive statistics were obtained for client demographics. Change over time in 
loneliness, social isolation and well-being were analyzed using within-subjects repeated 
measures Analysis of Variance. A Wilcoxon signed rank test was used to analyze the 
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frequency of leaving the house data. Analysis was undertaken only on complete cases, 
with listwise deletion in SPSS (Version 22) removing any cases with missing data.  
 
Qualitative assessment 
At baseline, clients were asked what their support requirements were; during the follow-
up interview, they were given the opportunity to answer a number of open-ended 
questions exploring their experiences of the Cadwyn Môn programme, including 
perceptions and expectations of the service and its impact on their lives. All qualitative 
data were transcribed by a researcher at Bangor University, and an inductive thematic 
analysis30 was performed, with important themes emerging from the data being identified 
and reported.  
 
Results 
Table 1 outlines the baseline characteristics of the participants. Those who took up the 
service were mostly female and most lived alone. They often required support after a 
recent life event, such as bereavement, deterioration in health, or being recently 
discharged from hospital. At baseline, the majority of clients had limited access to 
transport; more than three quarters did not drive, most did not use public transport. 
Mental health issues often reported were depression, anxiety and stress. Physical health 
concerns included mobility problems, falls, and sensory difficulties, with frailty and 
being housebound less often reported (note: those identifying themselves as housebound 
included people with agoraphobia, and people recovering from a recent incident such as 
stroke). Support requirements given by clients are categorized thematically into six types; 
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the most common being assistance/company to go out, help to join a club/class/meet 
people, to gain confidence/independence, and for company. 
 
[Insert Table 1 here] 
Table 1. Participant characteristics at baseline  
 
Change over time 
Standardized measures of Loneliness, Social isolation and well-being revealed changes 
between baseline and follow-up time points. Table 2 provides an overview of the results. 
The Loneliness Scale27 revealed a significant decrease in average score from baseline (M 
=3.43, SD = 1.94) to follow-up (M=2.49, SD = 1.83; F(1,113) = 39.33, p<.001), 
indicating a reduction in loneliness. 
 
[Insert Table 2 here] 
Table 2. Results of standardized measures of loneliness, social isolation and well-being.  
 
The mean score on the LSNS28 at baseline was low (M = 10.34), suggesting limited 
available social networks and support. There was a significant increase from baseline 
(M=10.34, SD = 5.09) to follow-up score (M=11.18, SD = 4.90; F(1,118) = 8.45, p=.004), 
indicating increased contact with family and friends. 
The SWLS29 assessed well-being of clients both before and after the service (n=115), and 
revealed a significant improvement from baseline (M=18.99, SD = 6.30) to follow-up 
(M=21.59, SD = 5.20; F(1,114) = 63.59, p<.001), indicating improvement to well-being. 
Two additional questions ascertained how often clients left the house to socialize and 
attend medical appointments. Table 3 demonstrates the shift in frequency between 
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baseline and follow-up (complete data reported). A Wilcoxon signed-rank test showed a 
statistically significant increase in the frequency that individuals left the house to 
socialize (Z = -5.535, p<.001), between baseline (Mdn=2) and follow-up (Mdn=4). There 
was no change in how often they left the house to attend medical appointments between 
baseline (Mdn=2) and follow-up (Mdn=2; Z = -.468, p= .640).  
 
 [Insert Table 3 here] 
Table 3. Frequency of leaving the house at baseline and follow-up.  
      
Qualitative assessment 
The qualitative component of the follow-up interview was completed by 113 clients; the 
majority of responses praising the programme, and describing positive experiences of 
their time with Cadwyn Môn. Figure 2 depicts common themes that emerged from the 
inductive thematic analysis. 
 
[Insert Figure 2 here] 
Figure 2. Themes emerging from qualitative interviews with participants.   
 
Clients decided to take part in the study primarily for company, to gain confidence, to 
have more of a social life, and to get out. Consistent with the baseline quantitative 
measures, many report having been lonely or isolated. Reasons for deciding to engage in 
the programme included referral to the service by their children or close family; feelings 
of loneliness and isolation as a result of a recent loss or bereavement; and a number of 
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clients had recently had health or mobility problems that had affected their social lives 
and their confidence. 
“I felt very lonely after my husband passed away and found it difficult to 
go out and felt isolated” 
When asked about their experience of taking part in the programme, a main theme that 
emerged is that of enjoyment, and there were reports of enjoying different aspects such as 
the company of the volunteer, activities, and going out. The majority of participants 
reported positive psychological changes in themselves since becoming involved in the 
programme, with some also reporting improved physical health. Participants said they 
were more confident, happier and feeling better with a better outlook on life since 
receiving the service. 
“I have changed in the last ten weeks, I am much happier having found 
some places to go like joining the local WI [Women’s Institute] and the 
local lunch club that I didn’t know existed”. 
 
Numerous lifestyle effects were also reported by participants. Increased independence 
was reported, often due to changes in ability to access transport at the end of the 
programme. 
“I can now go on public transport AND book taxis to go places – didn’t 
want to ask them to help me at first but they are really helpful.” 
Some took up old hobbies, and others learned new skills, such as using the internet to 
contact people. Re-connecting with old friends, and making new ones were prominent 
themes. Participants reported making new friends in the classes and groups that they had 
joined with the assistance of Cadwyn Môn, and others had been able to get in touch and 
meet up with old friends: 
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“My social life has become busy and I have made new friends” 
Some described finding it difficult to make new friends, but despite this were being more 
sociable by regularly attending groups, and one person had made new friends but did not 
wish to attend groups yet. 
For many participants, what made the programme work was that the volunteer was well-
matched to the client. The kindness, patience, support and guidance of the volunteers was 
reassuring and helped increase confidence. In addition to the quality of the volunteers, the 
fact that Cadwyn Môn refers clients on to other services and groups during the 
programme was noted as something that adds to its effectiveness. Most clients claimed to 
be satisfied with the programme and their achievements, with some stating that it 
exceeded their expectations.  Many reported satisfaction in discovering and joining 
groups or classes in their local area, resulting in new friendships and social connections.  
“The key things that make it work is the excellent volunteers and their 
patience with us. It is also good that they have a goal at the end of the ten 
weeks and the fact that they can refer people on to others such as the Red 
Cross or WRVS.” 
The main criticism of the service was that participants often felt it was too short, and they 
suggested revising the length of the programme in future. Nevertheless, only five 
participants report not achieving what they had hoped to, but most reported positive 
changes despite this: Two reported a greater appreciation of what is important in life and 
one was going to participate more in their community. One person had a fall during the 
programme and was unable to continue going to exercise classes, and the other gave no 
reason. 
These results suggest that overall, from the perspective of those who took part, the 
Cadwyn Môn programme was successful in increasing confidence, and facilitated social 





The results of the evaluation showed significant improvements in measures of 
loneliness,27 social isolation28 and well-being29 between baseline and immediately after 
the Cadwyn Môn intervention. These are supported by qualitative reports of 
improvements in mental health, such as more confidence, independence, enjoyment, and 
an improved outlook on life. Other analysis also revealed that participants were leaving 
the house to socialize more at follow up, supported qualitatively by reports of increased 
social contact, friendships, and participation in groups/activities in the community. 
Furthermore, only a small number of participants had not achieved what they had hoped 
to, suggesting that the needs that had been explicitly given by the clients were met, with 
benefits that could last beyond the period of the service. Given the association of 
loneliness and isolation with poor health, and their expected rise to coincide with the 
ageing population, these findings contribute to an important step forward in 
understanding effective interventions for older adults. 
Social care regulation in Wales31 requires local authorities to provide preventive services 
that enable individuals to live their lives as independently as possible, focusing on 
identifying the outcomes that the individual wishes to achieve in day-to-day life. The 
focus of Cadwyn Môn on working with clients to shape individual goals and outcomes 
not only embeds government instruction, but also may be the mechanism of success.  
This evaluation supports other studies that have utilized individualized interventions that 
are tailored to individual barriers and needs, working to identify goals, beginning on a 
one-to-one basis, with the aim of integrating into a wider social setting.24,25,26 One of the 
key mechanisms of success in the Upstream intervention25 was social re-integration of 
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people via enjoyable and appropriate activities that maximized opportunities for social 
interaction. Another similar intervention, I-SOCIAL, had difficulty finding suitable 
groups within the local community,24 which highlights the need for local resources that 
are available, suitable and accessible in maximizing lasting social opportunities for older 
people. The qualitative data from Cadwyn Môn indicates that the volunteers harnessed 
clients confidence and opportunities to visit local clubs. Clients were often not aware of 
groups and clubs in their communities, and the majority report having joined groups or 
classes during their time with the volunteer. What Cadwyn Môn adds is the provision of 
its own ‘social club’ that had the purpose of promoting and facilitating social 
participation (as well as support to attend other existing groups and classes). This was 
available to clients both during and beyond the programme. 
Another key to the success of Cadwyn Môn was the careful matching of volunteers to 
clients. The qualitative evidence reflects the importance of this matching. Volunteers 
were able to gain the trust of clients before gradually reintroducing them to their local 
social resources. Other studies have also used trained individuals to assist with social re-
integration. For example, the I-SOCIAL study24 involved finding ways to overcome 
barriers to social integration with the assistance of activities counsellors, and elicited 
significant reductions in loneliness of the intervention group.  
A similar study in Devon, Upstream,25 focused on social isolation in older people.  A 
mentor worked closely with socially isolated people to facilitate participation in 
individually-tailored, creative and meaningful social activities while gradually reducing 
level of support. Qualitative data suggested that they helped build self-confidence and 
self-efficacy of clients. The results of the service were encouraging and the scheme was 
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further investigated as a prospective controlled trial, but found no significant differences 
in outcome measures between the intervention and control groups.26 Although these 
previous involved provision of trained mentors/counsellors, they do not mention whether 
or not these individuals were carefully matched to the clients. It seems that a good rapport 
and finding ‘common ground’ (be it via background, language, life experience or local 
knowledge) could be an important aspect for encouraging older people that are 
experiencing loneliness and isolation to engage with interventions.  
The qualitative and quantitative measures used in the Cadwyn Mon evaluation appear to 
have been appropriate. While the quantitative measures of loneliness, social isolation and 
well-being provided statistically significant changes, the qualitative aspect elicited 
interesting additional information about lived experiences during and after the service, 
and further validated the quantitative outcomes. Other studies have had mixed results 
utilizing a range of outcome measures. The I-SOCIAL24 intervention targeted and 
measured loneliness, and reported significant reductions by the intervention group post-
intervention and at 3-month follow-up. The Upstream25 and Community Mentoring26 trial 
targeting social isolation in Devon measured health status, social activity and depression. 
Some encouraging preliminary findings were reported in the first (Upstream, pilot) study, 
but the second (Community Mentoring, trial) study found no significant changes. They 
did not utilize measures of loneliness or social networks/isolation. Careful consideration 
of quantitative outcome measures may have produced different results for this scheme. 
On the other hand, we accept that had Cadwyn Môn been run as a trial, this may have 




Limitations and future suggestions 
The evaluation of Cadwyn Môn produced encouraging outcomes, but there are some 
issues to consider for future work. Firstly, despite there being significant improvements 
in all measures, the mean score at follow-up for loneliness was above 2, thus still 
considered lonely, and the mean score of LSNS was still below the clinical cut-off point 
of <12, indicating isolation. This may reflect a need for the service to be amenable to 
longer time periods in order to observe more extensive change. The most consistent 
comment regarding areas of improvement for the service was that it was not long enough, 
and others have found this too.24 A future suggestion may be to not only tailor the 
intervention itself, but to also to tailor its length, according to the persons’ needs.  
Data were collected during interviews with coordinators, which may have led to bias in 
reporting, particularly in the qualitative component. It is possible that participants would 
wish to please the interviewer, given that they were connected to the project. Future work 
should consider using independent interviewers for data collection. Unfortunately, this 
was beyond the budget for the evaluation. It has been suggested that for successful 
recruitment and retention of older adults in research, one must maximize the 
benefit:burden ratio of taking part.32 Thus to maximize the willingness of people to 
participate, assurance that all data collection is by a third party, anonymous and not time-
consuming, may be beneficial. 
Complete data (i.e. baseline and follow-up) were obtained for 28.5% (120 of 421) of 
clients who were referred to the service, which may not give an accurate representation of 
the effects on a wider range of people. Not all older people will have been equally willing 
and able to participate in the evaluation, nor to accept support. It is possible that those 
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who were willing to participate in the evaluation could have been more ready and willing 
to engage with the intervention.  
The majority of participants in this study were female, whereas recent work from CFAS 
Wales found that men were more likely to be socially isolated,11 raising the question of 
whether Cadwyn Môn was reaching those who needed it most. Similarly, it was a 
requirement that it would be possible for the volunteers to take clients out, which means 
that those who are physically housebound were not able to take part. Future work must 
attempt to identify and engage those that are hardest to reach.  
It must also be acknowledged that clients that did not provide follow-up data for 
whatever reason may have influenced the overall effects of each measure, particularly 
due to the fact that there was no control group in this study. Also, although we would 
hope that the by the nature of the Cadwyn Môn service that it would have effects lasting 
beyond the period of the service, there is no evidence to support this because follow-up 
data were collected immediately post-intervention. Future work might consider exploring 
this programme as a trial including a control group and assessments at 6-months and 12-
months post-intervention. As there are ethical considerations regarding the allocation of 
lonely and isolated people to control conditions, the type of control group would need to 
be carefully considered (e.g. a waiting list control group), to ensure all lonely and isolated 
people could potentially benefit from the service. An economic analysis may add further 
insights around the cost of the intervention and its effectiveness. 
Conclusion 
The individually-tailored Cadwyn Môn programme may be an effective means of 
reducing loneliness and isolation, by gradually re-integrating older people into their 
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communities. Improvements in confidence, social-life and independence emerged as 
prominent themes expressed in interviews with clients, further supporting the benefits of 
the programme. As this was a service evaluation, future work may wish to explore the 
effectiveness of this type of intervention using more a more rigid experimental research 
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Table 1. Participant characteristics at baseline









Live alone 88 (73.3)
Live with others 32 (26.7)
Physical Health Issues*
Mobility problems 66 (55)
Falls/dizziness 44 (36.7)







Memory problems 28 (23.3)
Life Events*
Health deterioration 62 (51.7)
Hospital discharge 21 (17.4)
Bereavement 25 (20.8)
New to area 8 (6.7)
Family moving away 6 (5.0)
Relationship breakdown  1 (0.8)
Access to transport
Do not drive 95 (79.2)
Never travel by public bus 78 (65.0)
IT and Connectivity
No use of Computer at home 100 (83.3)
Support required
Assistance/company to go out 28 (23.3)
Help to join a club/class/meet people 35 (29.2)
To gain confidence/independence 30 (25)
For company 18 (15.0)
Support with mental or physical health needs 8 (6.7)
Support with care needs 1 (0.8)
* Multiple options could be selected
** Those identifying themselves as 'housebound' had to be 






Table 2. Results of standardized measures of loneliness, social isolation and well-being. 
Construct Measure Mean Std Dev Mean Std Dev Sig. N
Missing 
data
Loneliness De Jong Gierveld 
Loneliness Scale
3.43 1.94 2.49 1.83 p <.001 114 6
Social isolation Lubben Social 
Network Scale
10.34 5.05 11.18 4.9 p =.004 119 1
Well-being Satisfaction with 
Life Scale






Baseline (N [%]) Follow up (N [%]) Baseline (N [%]) Follow up (N [%])
Daily 3 [5.3] 6 [10.5] 0 [0] 0 [0]
2-3 times a week 9 [15.8] 25 [43.9] 4 [7.0] 3 [5.3]
At least weekly 12 [15.8] 21 [36.8] 7 [12.3] 9 [15.8]
At least monthly 7 [12.3] 4 [7.0] 29 [50.9] 29 [50.9]
Less than monthly 9 [15.8] 1 [1.8] 14 [24.6] 15 [26.3]
Never 17 [29.8] 0 [0] 3 [5.3] 1 [1.8]
Total N 57 57 57 57
To socialise For medical appointments











































Total number of referrals 
to the Cadwyn Môn 
team (n=686) 
People initially accepting 
support (n=535) 
Direct referrals to the monthly 
Cadwyn Môn social club (n=114) 
Did not fit criteria or referred on 
to other services [n= 116] 
Moved away [n=6]  
Deceased [n=10] 
Moved to residential home [n=5] 
Illness [n=11]  
 
Referrals to the Cadwyn Môn 
befriending service (n=421)  
People receiving Cadwyn Môn 
service without wishing to take 
part in evaluation (n=239) 
Missing data [n=3] 
Participants completing follow-up 
(n=120). Referred by:  
Official referral [n=70] 
Self-referral [n=20] 
Referral by family/friends [n=27] 
Not stated [n=3) 
 
People consenting to and 
completing baseline 
evaluation interviews (n=182) 
Did not complete follow-up (n=62): 
Deceased [n=4]  
Withdrawn due to ill health [n=17] 
Moved away or to nursing home [n=7] 
Referred to other services [n=3] 
Refused (no reason given) [n=11] 
Did not start/complete programme   
(no reason given) [n=11]  
Help from family or self [n=4]  
Did not fit criteria [n=3]  





Figure 2. Themes emerging from qualitative interviews with participants.   
